Abstract
EPIDEMIOLOGY
Large studies conducted only in this category of patients suggest that patients over the age of 75 represent 32% to 43% of NSTE-ACS cases and approximately 24% -28% of STEMI cases.
In both STEMI and NSTE-ACS categories, advanced age is associated with increased mortality. Mortality is at least three times higher in patients over 85 years of age, compared to the age group under 65 years old. The mean survival time after a first MI is 3.2 years for men and women at the age ≥ 75 years, while 9.3 years for males and 8. 
General Reviews
database have shown that acute coronary syndromes in older adults are more likely to occur as NSTE-ACS instead of STEMI.
AGING CHANGES IN THE HEART AND

BLOOD VESSELS
The elderly's heart is characterized by the physiological appearance of structural and functional changes. It increases the diameter of myocytes, increases collagen and amyloid deposits resulting in left ventricular hypertrophy, cardiac geometry changes, calcifications and valvular fibrosis occur, d e g e n e r a t i v e c h a n g e s o c c u r i n t h e excitoconduct tissue and sympathetic vegetative nervous system . All of these structural changes also cause functional changes in the heart, with remodeling of left heart cavities by decreasing compliance and 
RISK STRATIFICATION IN THE ELDERLY
Generally, patients at high ischaemic risk, presenting with ACS, justify more aggressive t h e r a p e u t i c s t r a t e g i e s , p a r t i c u l a r l y antithrombotic, anticoagulant and miocardial revascularization strategies, to reduce the risk of major cardiovascular events (death, recurrent ischaemia / myocardial infarction).
Prognostic factors that predict higher ischemic risk in score risk systems of acute coronary syndromes, such as the TIMI risk score, the GRACE score and the TIMI risk index, also 
POORER OUTCOMES IN THE ELDERY
Pre-hospital delays prevent prompt treatment. are not yet well established since the risks of intracranial bleeding and cardiac rupture increase with age. When considering revascularization option for the elderly, it is reasonable to choose coronary artery bypass surgery (CABG) than PCI in older patients with STE-ACS, especially those with diabetes or with multivascular complex disease. CABG may become the only option in certain clinical situations, such as a coronary anatomy that is not accessible to PCI, failed PCI or the need for surgical repair of mechanical complications or concomitant valve disease. In a subgroup analysis of the Radial Versus Femoral Access for Coronary Intervention study, elderly p a t i e n t s w h o u n d e r w e n t c a r d i a c catheterization had lower bleeding rates or complications, however elderly patients also had higher rates of radial catheterization compared to femoral catheterization.
POST-ACS FOR OLDER PATIENTS
Older adults are prone to complications. In the acute phase, these complications include: (1) complications related to ischemia (heart failure due to failure of the pump, pericarditis post-MI, arrhythmia (both ventricular arrhythmia and fibrillation, conduction abnormalities), mechanical complications caused by ischemia, muscle papillary VSD, rupture of the free wall); (2) procedural complications (access / hematoma bleeding, retroperitoneal bleeding, stroke, pericardial effusion); (3) bleeding due to antiplatelet therapy and anemia; (4) renal insufficiency; (5) hypotension due to excessive medication; (6) the adverse effects of new drugs. Post ACS, elderly patients have an increased risk of rehospitalization and death, both due to cardiovascular and non-cardiovascular etiologies.
There is an increased risk of mortality of 50% in every 10-years age increase starting the age of 65 years. Elderly patients suffering from ACS are particularly vulnerable. Because comorbidities, polifarmacy impaired cognitive functions, a complex discharge treatment plan, involving patients and their families is essential and often challenging. Low compliance to a discharge care plan c o n t r i b u t e s t o h i g h e r r a t e s o f AC S rehospitalization and to worse outcomes. The discharge care plan should include (1) detailed lists of medicines and instructions; (2) a clear m o n i t o r i n g a g re e m e n t ; ( 3 ) d i e t e t i c instructions; (4) physical activity instructions; (5) a plan for adverse effects of drugs and interventions; (6) cardiac rehabilitation.
CONCLUSION
As the population continues to get older, clinicians will face an increasing number of old and very old patients presenting with ACS. W h i l e t re a t e m e n t c a re n e e d s t o b e individualized, age alone should never be the reason to stop potential life-saving procedures and interventions. Elderly patients have an increased risk of bleeding complications but also have the greatest risk for ischemic complications if they are pursuing less aggressive treatment strategies. Thus, clinicians are entrusted with a meticulous risk stratification for ischemic risk and bleeding risk, taking into account the assessment of frailty, quality of life, care objectives and individual preferences. Early invasive protocols appear to be equally feasible in the elderly as well as in the general population. To reduce the risk of bleeding and adverse side effects, it is imperative to correct the dose of pharmacotherapy to age-adjusted renal function and the volume of distribution.
